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Slated Meeting, March 13, 1907. 

The President, Du. George Woolsey, in the Chair. 


DORSAL MENINGOCELE. 

Dk. William A. Downes presented an eight months’ old 
infant, which at birth had a pure meningocele the size of a walnut 
in the dorsal region of the spine (Fig. 1). It gradually increased 
in size, but under very careful protective treatment it never 
became inflamed nor irritated, and gave rise to no ill-effects. 
There was no associated deformity or malformation. The patient 
was brought to the Babies’ Hospital, and operated on last Decem¬ 
ber. A circular incision was made through the skin, and the 
pedicle of the tumor was dissected out. It communicated with 
the spinal canal at about the level of the third dorsal vertebra. 
The child made an uneventful recovery, and there had been no 
leakage since the operation. 

Dr. Downes called attention to the size and unusual location 
of the meningocele and the fact that it was covered by mem¬ 
branes almost entirely. A slight strabismus which existed at the 
time of the operation had disappeared. The child is now perfectly 
well and there is no evidence of hydrocephalus which often 
follows operation for the relief of this condition, especially when 
situated in the sacral or cervical regions. 

Dr. Royal Whitman said that in his experience club-foot 
was more often associated with spina bifida lower down, and in 
such cases it was often accompanied by partial or complete paraly¬ 
sis and loss of sensation,—rather unusual complications when the 
defect was of the upper portion of the spine. 

Dr. George Woolsey thought that a meningocele proper 
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was rarely seen so high up as in the case shown by Dr. Downes. 
Tile usual location of these tumors was in the lumbosacral region. 
Another peculiarity of the case was the incomplete skin covering, 
as most pure meningoceles had a complete covering. 

TUBERCULAR PERITONITIS. 

Du. Charles N. Dowd presented a girl, twelve years old, 
who was first seen by Dr. Geo. M. Ball on Saturday night, Novem¬ 
ber 24, 1906. She had apparently enjoyed good health up to the 
preceding Thursday morning, although she had had two or three 
previous attacks of pain and vomiting. O11 Thursday she had had 
a severe attack of vomiting, and her bowels had moved slightly, 
twice. O11 Friday morning she vomited once, and two or three 
times on Saturday. The vomitus on that day had a ftecaloid 
look, and in the evening was very forcible in character. She 
stated that all day she had had difficulty in preventing vomiting. 
There was moderate rigidity in the right hypochondrium, but 
no abdominal distention. Her pulse was 90; temperature normal. 
She was taken to St. Mary’s Hospital at once. The vomiting 
persisted during the night, and on the following morning the 
temperature was 99.5; the pulse 130; the rigidity had increased, 
and was especially marked on the right side of the abdomen. 
There was no distention. 

Operation was done without delay. Upon opening the abdo¬ 
men, there were well-marked evidences of tuberculosis of the 
appendix, the head of the colon and the lower end of the ileum. 
The appendix was removed. An abscess cavity containing about 
2 ounces of tubercular pus was found in the mesentery, about 
5 inches above the ilcoctecal valve, which had by its pressure 
produced absolute occlusion of the intestine at that point. It was 
emptied by sponges, and the patency of the intestine was thus 
restored. There was considerable free serum in the lower part 
of the abdominal cavity. The abdomen was closed without drain¬ 
age, and healing occurred by primary union without incident, thus 
again illustrating the desirability of omitting drainage in these 
cases. The patient made a good recovery, and had since remained 
in excellent health. She has gained in weight, has had no further 
intestinal symptoms and now appears to be very vigorous and 
strong. 

Dr. Dowd presented a second case of tubercular peritonitis 
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in the person of a girl, nine years old, who came under his obser¬ 
vation on April 25, 1905. She had enjoyed good health until two 
weeks prior to that date, when she began to complain of pain in 
the right side of the abdomen, with irregular fever, and loss of 
appetite and strength. Upon admission to the hospital, there 
were evidences of fluid in the abdominal cavity. 

Operation, May 1, 1905: The omentum was found much 
thickened; it was at least 2 inches thick and extended very little 
below the umbilicus. A section taken from it showed extensive 
tuberculosis. The intestines also were studded with tubercles 
wherever they were seen. After this operation, a sinus persisted 
in the abdominal wound, and the child was sent to the country 
for two months. Upon her return the sinus was curetted, and 
the wound ultimately healed. She was discharged from the 
hospital January 30, 1906, and had since remained in good health, 
and is now the picture of ruddy strength, although in all proba¬ 
bility many tubercles still remain within the abdomen. 

TENDON TRANSPLANTATION. 

Du. Charles N. Dowd presented a boy who was six 
and a half years old when he came to St. Mary’s Hospital on 
May 18, 1905. Four years prior to that date he had fallen and 
injured his back, and for eighteen months subsequent to that 
injury he was unable to walk. At the time of his admission to 
the hospital there was marked atrophy of the extensor muscles 
of the left leg and thigh, and the left foot was inverted to such 
a degree that he hobbled about on its outer edge. 

Operation: The tendon of the tibialis anticus was split, the 
division being carried well up among the muscle fibres. The 
posterior half of the tendon was left attached in its normal posi¬ 
tion, while the lower end of the other half was separated from 
its attachment, was carried outward and secured to one-half the 
tendon of the peroncus longus, which had also been split, but 
the displaced part was severed at its upper end. 

The result of the transplantation was excellent, and the 
inversion of the foot had been practically corrected. Even without 
the aid of a short steel support, which the boy still wore, he was 
able to walk with entire comfort, and placed his foot squarely 
on the floor. Since nearly two years have elapsed since the opera¬ 
tion, a fair trial has been given to the procedure. 
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Du. Royal Whitman said that when tendon grafting was 
first introduced, it had been regarded by many as an actual cure 
for various deformities of the limbs, especially as the immediate 
results were usually very striking. Further experience, however, 
had demonstrated that partial relapse was the rule. He con¬ 
sidered it as of comparatively limited value unless combined 
with other procedures, such as arthrodesis at the centres of de¬ 
formity, or unless, as in the present case, a protective brace was 
worn. 

The speaker also called attention to the importance of split¬ 
ting a muscle high up and separating it completely into two parts 
if it were to act effectively as independent muscles. 

Du. Dowd said that in several cases where he had split the 
tibialis anticus he had found it a very satisfactory procedure, and 
that it was an excellent measure in helping to maintain the equi¬ 
poise of the foot. He agreed with Dr. Whitman that a complete 
cure should not be looked for by tendon transplantation, and that 
some kind of a brace should be worn continually to help maintain 
the position. In this case it had certainly accomplished a great 
deal, since the boy placed his foot squarely on the floor and with 
the help of an inconspicuous “ drop foot ” brace he was able to 
walk with almost a normal gait. 

CARCINOMA OF THE BREAST AT SIXTEEN. 

Du. George E. Brewer presented a negress who had been 
admitted to the Roosevelt Hospital in January, 1907, suffering 
from a small, hard nodule in the upper and outer quadrant of 
the right breast. She stated that as long as she could remember 
there had been a “ small round ball ” under the skin near tile 
areola. This was not painful, and had given her no trouble until 
six months ago, when it began to grow larger and apparently 
gave rise to painful sensations in the breast. 

On examination, a hard, somewhat elastic oval nodule was 
felt, which was distinctly circumscribed and freely movable. It 
had no attachment to the skin nor to the pectoral muscles; the 
nipple was not retracted, and no axillary lymph nodes could be 
felt. The growth was regarded as a fibro-adenoma, which was 
possibly cystic. 

The tumor, together with a small amount of breast tissue, 
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was removed through a straight incision radiating upward and 
outward 'from the nipple. On microscopic examination the 
growth was found to be an intracanalicular adenopapilloma which 
had undergone distinct carcinomatous degeneration. As soon as 
the pathological report was received, the patient was again 
etherized, and a complete Halsted operation was done. Pier 
recovery was uneventful. 

Dk. William B. Coley said he had never seen a carcinoma 
of the breast under the age of twenty. Among the 2,713 cases 
of carcinoma of the breast recently collected by Heimann, there 
were only 4 under the age of sixteen—about 1 to 700. Under 
the age of twenty there were 7 cases, the proportion being about 
1 to 400. 

Dr. Parker Syms said that Beatson of Glasgow had called 
his attention to one point in the differential diagnosis between 
benign and malignant tumors of the breast. In the former, the 
nipple line on the affected side would be lower than that on the 
opposite side before there had been retraction, while in a malig¬ 
nant case the nipple line on the affected side would be higher 
than that on the opposite side. 

In connection with this general subject, Dr. Syms asked the 
opinion of the members as to the propriety of making an explora¬ 
tory incision in a case of breast tumor of a doubtful nature, and 
how much risk accompanied such a procedure. He said that 
he resorts to this procedure occasionally. 

Dr. Dowd thought it was very desirable to make an explora¬ 
tory incision into a breast tumor of doubtful character before 
determining the extent of the operation. He knew of cases where 
such a precautionary measure would have prevented the per¬ 
formance of radical operations for fibroma and inflammatory 
growths in this region. At best, the radical operation occasionally 
resulted in considerable discomfort, with occasional swelling of 
the arm and pain on the affected side; these were defects that 
did not apply to the old Volkmann operation. For that reason, 
a preliminary incision, with the examination of sections by the 
freezing microtome, was very important in certain cases It is 
done under anaesthesia as a part of the regular operation. 

Dr. Woolsey said he had always regarded a preliminary 
incision and the immediate examination of frozen sections a safe 
and desirable measure in the differential diagnosis of breast 
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tumors. As an additional safeguard to prevent infection, he 
advised cauterization of the cut surfaces, and, if the growth 
proved to be malignant, the radical operation would of course be 
indicated at once. The complete removal of all the glands and 
surrounding tissues would prevent the spread of any cancer 
cells, set free by the incision, into the tissues beyond the field of 
operation. 

Da. E, S. Judd, of Rochester, Minn., suggested the advisa¬ 
bility of removing every tumor of the breast as soon as it was 
discovered, irrespective of the age of the patient. 

Dr. Coley agreed with Dr. Judd that it was very important 
to remove these so-called benign and cystic tumors as soon as they 
were discovered. He recalled one case at the General Memorial 
Hospital where a cystic tumor of the breast had been treated by 
another surgeon by hypodermic puncture three years before. 
Three years later the cystic tumor had degenerated into a typical 
carcinoma and the disease was too extensive to permit a radical 
cure. 

Dk. Brewer said he was not in sympathy with the rather 
widespread belief that it was dangerous to make an incision into 
a doubtful tumor of the hreast. His own practice was that wlien- 
even he had to deal with a tumor of the breast it should be freely 
extirpated, and then frozen sections should be immediately exam¬ 
ined in order to establish its true character. In a recent text¬ 
book on surgery, it was stated that there was very little evidence 
to show that benign tumors of the breast ever became malignant. 
Ibis, Dr. Brewer said, he considered bad teaching, as he could 
personally recall at least three cases seen in one year, where 
benign tumors had become malignant. The case he had shown 
at this meeting was another example of the same kind. The 
speaker emphasized the importance of the removal of all these 
tumors as soon as they were discovered. 

THE SURGERY OF PERITONEAL TUBERCULOSIS. 

Dr. Parker Syms read a paper with the above title, for 
which see page 95 . 

Dr. Judd said that he thought Dr. Mayo’s idea was that the 
primary lesion in the peritoneal tuberculosis was always some 
point in the mucous membrane and not in the peritoneum itself, 
and the great desideratum in operating was to discover the loca- 
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tion of the primary lesion. It was only by finding and removing 
the primary focus that a permanent cure could confidently be 
looked for. In the female, this primary focus was usually in 
the tubes—probably in three out of four cases. I11 the males 
operated on at Rochester the appendix, if possible, was removed 
in all cases, and it proved to be the primary focus of the disease 
in about 50 per cent. In several instances the primary lesion 
was found to be in the stomach, duodenum or gall-bladder, and 
in other cases there was a distinct tubercular lesion in the crecum 
or ileum. 

Dr. Dowd said that a review of the literature had suggested 
the query as to how much proof we had that simple incision of 
the peritoneum had much effect on peritoneal tuberculosis. The 
statistics did not show a very great preponderance in favor of 
cases operated on, and when we bore in mind tbe vague character 
of the symptoms in this condition, it was perfectly justifiable to 
assume that many cases of tubercular peritonitis had recovered 
in which the diagnosis had never been made. The speaker said 
that in the two cases lie had shown at this meeting the condition 
had gone unrecognized until it was far advanced and there was 
a sudden outburst, evidenced in one case by intestinal obstruction, 
and in the other by an effusion of fluid into the peritoneal cavity. 
He had also looked over the histories of the cases which had 
come under his own observation and had found very little evidence 
of the curative effect of simple incision but abundant, evidence 
of the evasive, indefinite nature of the disease. These cases 
numbered 29, verified by operation or autopsy. In 3 of them 
unsuspected, yet extensive, peritoneal tuberculosis was found in 
operation for hernia. In 3 instances the vermiform appendices 
were the site of the maximum inflammation and were removed. 
In 2 instances, pieces of tubercular intestines were resected with 
good results. In 2, tubercular uterine appendages were resected 
also with good results. 

In 14 instances extensive plastic exudate was present. This 
is the type which authorities generally agree upon as unaffected 
by simple incision. In one of them who died from intestinal 
obstruction, a cure was supposed to have been accomplished by 
medical treatment. Another case illustrates very plainly the diffi¬ 
culty in diagnosis; a year and a half after the first operation 
another operation was done for persistent sinus, and the intestines 
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were found everywhere studded with tubercles, although the 
abdomen was soft, undistended, and, excepting for the sinus, 
bad seemed normal. The type with marked serous effusion is the 
one which is supposed to be most benefited by incision, but this 
is the early stage of the inflammation in most instances and the 
one which is most likely to do well under any treatment. 

In peritoneal tuberculosis, Dr. Dowd said, we were certainly 
dealing with a very evasive disease, and it was difficult to inter¬ 
pret the effects of treatment, either medical or by simple peritoneal 
incision. While an operation in these cases seemed advisable, 
it should not be undertaken on the ground that in some remark¬ 
able 01 mysterious way it would cure the disease, but rather 
on the ground that by opening the abdomen we might discover 
the source of the infection and remove it. 

Dit. Coley said lie was entirely in accord with Dr. Dowd that 
this question of peritoneal tuberculosis was still very obscure, 
and that it had not been absolutely decided that an operation 
would cure many more cases than would medical treatment. 
Neither did lie believe that removal of the appendix would always 
effect a cure in this condition. The speaker said he could recall 
several cases upon which he had operated for hernia, and had 
found the hernial sac studded with tubercles, although the patients 
had given no symptoms pointing to a tuberculous lesion. In one 
case he had operated for a ventral hernia following an operation 
for appendicitis in which another surgeon had removed a tuber¬ 
culous appendix two years before. The sac of the ventral hernia 
was filled with small tubercles, as was also the neighboring 
parietal peritoneum. The patient continued to grow worse and 
died about a year later in spite of the two laparotomies. 

Dr. Brewer said that many of the cases that had been 
refcricd to illustrated a well-recognized principle in surgery, 
namely, that, given a case of tuberculosis, if we could remove the 
primary lesion the case would be able to take care of itself. This 
was noticeably so in tuberculosis of the kidney and other organs 
of the genito-urinary tract. After the removal of a tuberculous 
kidney, for example, the involved ureter would often be able to 
take care of itself. 

Dr. Woolsey said that he agreed with Drs. Dowd and 
Brewer in regard to the importance of removing the original 
focus in these cases, but he was not quite so optimistic in regard 
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to the value of the medical treatment. He could recall several 
cases with effusion where under medical treatment the patients 
had gone from bad to worse, and where an operation, even with¬ 
out discovering the primary focus, had produced at least a tem¬ 
porary cure. 

Ill speaking of the primary focus in these cases, Dr. Woolsey 
said he had seen it in the several localities where it was most 
often found, including a number of times in the appendix. He 
recalled one of the first recorded cases pf appendectomy, operated 
on by Dr. Hall in 1886, where the appendix had been removed 
for that distinct reason. The case was one of supposed hernia, 
and the tuberculous appendix had been found in the hernial sac. 
The speaker said he had recently operated on a Japanese where 
the primary tuberculous lesion was in Peyer’s patches in the ileum. 
The retroperitoneal glands were also extensively involved, and 
there were tubercular lesions in other regions of the body, includ¬ 
ing the lungs. In one case of peritoneal tuberculosis where the 
patient refused a radical operation and injections of iodoform 
emulsion were advised, the method proved painful and unsatis¬ 
factory. 

Dr. Syms, in closing, said the statistics of peritoneal tuber¬ 
culosis showed that as far as we could compare series of cases, 
these patients did better under surgical than under medical treat¬ 
ment. While the serous type did fairly well under any treatment, 
the surgical treatment was superior to the medical. Mayo and 
others had shown that a large proportion of these cases were 
curable by rational surgical treatment, even where medical treat¬ 
ment and perfect climatic conditions had failed. 


Stated Meeting, March 27, 1907. 

The President, Dr. George Woolsey, in the Chair. 


ACUTE DIVERTICULITIS OF THE SIGMOID, WITH INTRA¬ 
ABDOMINAL ABSCESSES. 

Dr. George Emerson Brewer presented a man, forty-five 
years old, who had hitherto enjoyed good health. He had never 
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suffered from digestive disturbances suggestive of appendicitis, 
gall-stone colic or peritonitis. 

In August, 1902, while at dinner, he was suddenly seized 
with an attack of abdominal pain, with nausea and faintness, 
which necessitated his leaving the table. The severity of the 
attack soon passed off, and lie was able to join his friends later 
in the evening. The following night proved a restless one, as he 
had more or less constant pain in the lower portion of the abdo¬ 
men, which prevented sleep, and at times was accompanied by 
nausea and general bodily weakness. The following day he con¬ 
tinued to feel badly, but he kept up and about for the reason 
that he was a guest at a country house and did not wish to incon¬ 
venience his host. Later in the day he went for a drive, and 
suffered acutely from the jolting of the vehicle. In the evening 
he was obliged to call a physician, who, after an examination, 
pronounced the case one of colitis. He returned to the city the 
following day, and, as the symptoms continued, he remained in 
bed. During five days he continued to suffer with pain in the 
lower left quadrant of the abdomen, together with fever and 
general malaise. 

When Dr. Brewer first saw the patient, his temperature was 
103; pulse, no; leucocytes, 17,000. There was marked rigidity 
of the left rectus muscle, and a tender mass in the iliac fossa. He 
was immediately removed to the Roosevelt Hospital, and under 
ether anaesthesia an incision was made over the most prominent 
portion of the tumor. After dividing the tissues of the abdominal 
wall, a large abscess cavity was entered which contained about 
4 ounces of foul pus, and an oblong faecal concretion. On wash¬ 
ing out the abscess cavity, a small ulceration was seen in the wall 
of the sigmoid, through which there was a slight faecal dis¬ 
charge. The cavity was packed with sterile gauze, the wound 
partly united, and a dressing applied. 

After operation, the temperature and pulse rapidly declined 
to normal, the pain ceased, and the appetite returned. The dis¬ 
charge from the abscess cavity gradually diminished until a 
cathartic was administered on the fourth or fifth day. This 
gave rise to a very abundant faecal discharge which continued for 
several days. It then began to diminish, and the sinus finally 
closed in about six weeks from the time of operation. lie had 
since been in perfect health. 
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Dh. Woolsky said lie liad seen these diverticula; of the gut 
at autopsy, but never as a cause of infection. The case shown 
by Dr. Brewer was interesting as bearing on the etiology of left¬ 
sided intra-abdominal infection. 

CARCINOMA OF THE SPLENIC FLEXURE OF THE COLON. 

Du. George E. Brewer presented a man, forty-seven years 
old, who was admitted to the Roscvclt Hospital in January, 
1907, suffering from acute intestinal obstruction, vomiting, and 
marked prostration. lie gave a history of having had numerous 
attacks of abdominal pain during the previous nine or ten months, 
which had always yielded to cathartics and a careful regulation of 
the diet. Two days before admission lie had had such an attack, 
but the cathartic administered by his attending physician had 
failed to produce any movement of the bowels, and there had 
occurred vomiting, increased pain, and a progressive distention 
of the abdomen. When seen by Dr. Brewer in consultation, the 
abdomen was uniformly distended and moderately tender. As 
numerous cncmata had failed to bring about any evacuation, 
and as 110 gas had been passed for twenty-four hours, an imme¬ 
diate operation was advised. 

Under ether anaesthesia the abdomen was opened in the 
median line. The small intestine and the ascending and trans¬ 
verse portions of the colon were greatly distended. The sigmoid 
was collapsed, and palpation revealed a hard mass in the splenic 
flexure. As the distended caecum lay directly beneath the abdomi¬ 
nal wound, it was opened with a trocar, and about 1 quart of 
fluid faeces evacuated. The small opening was closed, the bowel 
stitched to the abdominal wound, and reopened with the Paquelin 
cautery the following morning. 

There was a moderate amount of shock following the opera¬ 
tion, but after the fistula was established and the bowels freely 
moved, the patient’s condition improved, and two weeks later a 
second operation was undertaken for the removal of the growth. 
The colostomy wound was sealed with gauze and rubber tissue, 
and a long incision made over the descending colon extending 
from the twelfth rib to the iliac fossa. A dense carcinoma was 
found, involving about 3 incites of the colon, just below the splenic 
flexure. The transverse colon was brought into the wound, 
clamped, and divided about 2 inches above the growth. The 
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descending colon was freed from its attachments, clamped, and 
divided just above its junction with the sigmoid, and the inter¬ 
vening portion of the gut and a generous piece of the mesocolon 
were removed. Both open ends of the intestine were closed and 
turned in hy purse-string sutures, and a lateral anastomosis 
was made between the transverse and sigmoid portions by the 
suture method. The surrounding tissues were then thoroughly 
disinfected, and the wound closed by layer suture, a small cigar¬ 
ette drain being left in the upper angle. 

The patient rallied well from the shock, and aside from a 
moderate infection of the subcutaneous tissue of the wound he 
made a prompt recovery. O11 the fifth day following the opera¬ 
tion a fair-sized movement occurred by the natural passage, and 
after that the colostomy wound gradually closed. When he was 
discharged from the hospital, six weeks after the operation had 
been performed, he had an excellent appetite and was gaining 
rapidly in both weight and strength. The microscopical ex¬ 
amination of the specimen showed it to be adeno-carci- 
noma. 

Dr. Woolsey called attention to the fact that in the case 
shown by Dr. Brewer the intestinal symptoms had been present 
nine or ten months. The speaker said he had seen two cases of 
carcinoma of the splenic flexure, and in both of them there were 
no premonitory symptoms until the time of the obstruction, which 
in the first case was absolute. The latter patient was brought to 
the hospital four days after the onset of the obstruction, and an 
artificial anus was established. In the other case a resection 
was done. 

BLASTOMYCOSIS OF THE SPINE. 

Dr. George E. Brewer presented a man, twenty-three years 
old, a native of Russia, who was admitted to the Roosevelt Hos¬ 
pital in January, 1907. For the past six months he had suffered 
from pain between the shoulders, stiffness of the back, and a 
progressive loss of weight and strength. On examination, a large, 
fluctuating swelling was found between the scapula; over the 
spinous processes of the third and fourth dorsal vertebra;. On 
aspiration, a dark, chocolate-colored fluid was withdrawn. There 
was moderate rigidity of the dorsal spine, pain on motion and 
marked tenderness over the swelling. 
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Under ether anaesthesia, an incision, 15 cm. in length, was 
made over the tumor, and the tissues divided until the abscess 
was reached beneath the erector-spinre muscles. About 4 ounces 
of pus were evacuated. On further examination, it was found 
that the spinous process of one of the vertebrae, together with a 
portion of its lamina and the arch of an adjacent vertebra, were 
exposed and more or less necrotic. These were removed, and 
the entire abscess cavity dissected out. The surrounding parts 
were then douched with a 1-100 solution of formalin, and the 
extensive wound united by deep and superficial sutures. Prac¬ 
tically 110 reaction followed the operation, and the wound healed 
without suppuration. The patient left the hospital in about two 
weeks. 

Three or four weeks later he returned, complaining of pain 
in the lumbar region, and upon examination a similar fluctuating 
tumor was found lying to the right of the upper three lumbar 
spines. The wound of the primary operation had remained healed, 
and free from tenderness. The second operation was similar in 
every respect to the first, with the exception that only the tip of 
the transverse process seemed involved. The recovery from the 
second operation was somewhat delayed by suppuration in the 
wound, but the patient was able to leave the hospital, completely 
healed, in three weeks. 

Microscopical examination of the pus and tissues removed 
from both foci showed abundant blastomycetes. No cutaneous 
nor other primary lesion could be found, and tbere was no evi¬ 
dence of lung involvement or lesion of any other organ or tissue. 

Dr. Brewer said this was the first case recorded of an appar¬ 
ently primary blastomycotic lesion of bone, and the only case of 
involvement of the spine in which improvement or cure had been 
noted. 

Dr. William B. Colev said that he at present had under 
observation at the General Memorial Hospital a case of acute 
blastomycosis with very rapid generalization, which, apparently, 
was not primary in the skin. The patient, a man in vigorous 
health up to last December, began to have severe pains in the 
dorsal region of the left foot. The foot became very much 
swollen and in a few days showed fluctuation. Shortly after this 
two small nodules developed in the skin of the lower portion of 
the outer aspect of the right thigh. These were slightly elevated 
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above the surrounding surface, presenting indurated edges and 
ulceration in the centre, with a tendency to form dry scabs. Very 
soon four or five similar lesions appeared in the face. At about 
the same time the patient developed a dry hacking cough which 
has persisted ever since and has been almost constant. In addition 
to the skin lesions described, a number of subcutaneous lesions 
appeared in various parts of the body, the majority in the thighs, 
some on the arms and some on the neck and forehead. These 
varied from the size of a hazlenut to that of a hen’s egg. If 
left to themselves, in a week or ten days they became very much 
softened, showing fluctuation and, finally, ulceration in the centre, 
discharging a brownish-colored material of about the consistence 
of cream. In the fluid taken from such tumors before ulceration 
occurred, pure cultures of blasomycetes were found, which have 
been successfully inoculated into dogs, producing similar tumors. 
The lesions in the face have almost entirely disappeared under 
applications of pure carbolic acid left on for a minute and fol¬ 
lowed by alcohol. The patient is steadily growing worse, although 
lie lias been put on iodide of potassium, getting as much as 250 
grains a day. Hamioglobin has fallen to 35 per cent. The case 
will be published in detail later. 

PERSISTENT F/ECAL FISTULA FOLLOWING GENERAL 
PERITONITIS. 

Dr. George E. Brewer presented a colored boy, nineteen 
years old, who was admitted to the Roosevelt Hospital in the 
summer of 1906, suffering from acute general peritonitis. He 
was operated on by Dr. Charles H. Peck, who found a diffuse 
suppurative infection, which apparently involved every portion 
of the membrane, which could be seen through an incision extend¬ 
ing from the ensiform to the pubis. As the condition of the 
patient was extremely critical, and as the intestines were so 
matted together by inflammatory exudate as to preclude the 
possibility of an extensive search for the point of infection, the 
large abdominal wound was rapidly closed in part, leaving drains 
in the upper and lower angles. Considerable shock followed the 
operation. 

He was critically ill for several weeks, and during his con¬ 
valescence developed two fecal fistula;, one at the upper, and one 
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at the lower extremity of the abdominal wound. Through these 
two openings there poured out practically all intestinal contents 
for many weeks. At times the condition of the frccal discharge 
would be semi-solid, indicating a communication with the colon, 
and at other times the discharge would suggest a high jejunal 
fistula. 

The boy emaciated rapidly, and became extremely weak and 
amende. He rallied, however, and the amount of fa:eal discharge 
diminished; but as soon as he gained a little strength and was 
able to take more food the fistula: would again enlarge, and great 
quantities of matter from the small intestine would then be 
discharged. 

In October he came under the observation and care of the 
reporter. At that time he was exceedingly pale and thin, and 
presented the evidences of a poor surgical risk. He pleaded so 
hard for operation, however, that it was finally decided to make 
the attempt. On opening the abdomen, the upper fistula was 
found to lead to a sinus which passed along the portal fissure 
of the liver, and then downward along the right side of the ascend¬ 
ing colon to about its middle, where it communicated with the 
colon by an opening as large as a silver quarter. The lower 
fistula communicated with two loops of the small intestine, one 
of which was apparently the jejunum. It also communicated 
with a sinus which passed to the right iliac fossa around the 
caecum to the outer side of the ascending colon and joined the 
sinus from the upper opening. The two openings in the small 
intestine were closed by Lembert sutures. The entire sinus 
was next dissected out, and the opening into the colon closed 
by two rows of Lembert sutures, and reinforced by an omental 
graft. The abdominal cavity was then closed, drains being left 
at four points in the course of the extensive incision. 

The operation was an exceedingly difficult one, and required 
nearly an hour and three-quarters for its completion. One of the 
difficulties encountered was due to the fact that the intestines 
were absolutely matted together by a chronic tuberculous peri¬ 
tonitis, the progress of which had evidently been arrested either 
by the mixed septic infection or by the original operation for its 
relief. 

There was considerable shock following the operation, which 
was combatted by active stimulation. The boy rallied slowly, and 
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eventually made a satisfactory convalescence. Although two of 
the drain openings suppurated, at no time was there any focal 
discharge from the wounds. As soon as lie was able to be up 
and move about the ward, he gained rapidly botli in weight and 
strength. 

Dr. L. W, Hotchkiss said that during the past winter he 
saw a case somewhat similar to the one shown by Dr. Brewer. 
This patient was also a negro and had had an acute onset of 
abdominal pain, and while an exact diagnosis was impossible', 
there was apparently an acute peritonitis, due probably to a per¬ 
foration. Upon opening the abdomen, the intestines at pyloric 
end of stomach were found somewhat reddened, and the peri¬ 
toneal cavity was filled with a non-purnlent fluid. The appendix, 
stomach, and gall-bladder were apparently normal. The case 
was regarded as one of the acuter forms of tubercular peritonitis, 
although the cultures were negative. The abdominal wound 
subsequently broke wide open, making a secondary operation 
necessary, which resulted in a good union being obtained and 
the patient was discharged from the hospital apparently 
well. 

SECTION OF THE COSTAL ARCH FOR BULLET WOUND OF 
THE LIVER. 

Dr. Irving S. Haynes presented a man, twenty-three years 
old, who was brought to the Harlem Hospital on October 18, 
1906, with a gunshot wound of the abdomen. The wound of 
entrance was just below the tip of the ensiform. There was no 
wound of exit. 

As soon as possible, a median incision was made under ether 
anaesthesia, and the course of the bullet through the liver noted. 
I11 order to reach the exit wound in the liver the skin and right 
rectus muscle were divided transversely opposite the base of the 
ensiform and the seventh and sixth costal cartilages severed at 
about their middle. The falciform ligament was also cut through 
from the umbilicus to the top of the liver, close to the abdominal 
wall and diaphragm. With strong traction upon the severed 
costal arch the posterior wound in the liver could be reached and 
felt hut not seen. It readily admitted the index and middle fingers. 
By the fingers an iodoform wick was packed into this wound 
and a smaller wick introduced into the anterior wound in the left 
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lobe of the liver. Both wicks were brought out through the 
abdominal incisions. No wound was felt in the diaphragm. 

The packing in the liver wounds checked the haemorrhage, 
but not entirely, until the liver , was forced upward against the 
diaphragm. To hold it there a large Mikulicz packing of plain 
gauze was introduced beneath it. The rectus was sutured. The 
peritoneum with the falciform ligament included, and the different 
layers of the abdomen sutured above and below the iodoform 
wicks. Nothing was done to the severed cartilages. 

On October 29, the Mikulicz packing was removed and the 
gap in the abdominal wall closed by silk-worm sutures previously 
placed for such purposes. A few days later the iodoform wicks 
were removed and rubber tubing substituted. The discharge was 
very free, consisting of bile and pus. 

On 'November 10, an operation to establish drainage pos¬ 
teriorly was performed as the space behind the liver was not 
draining properly. 

Before this the bullet had been located in the mid-axillary 
line on the right side and about over the ninth rib. The incision 
was made in this place and the bullet with the sac in which it was 
perfectly encysted removed entire. One and one-half inches of 
the ninth rib was resected, the chest opened. The costal and 
diaphragmatic pleurae were united by very delicate and fine adhes¬ 
ions; so these two layers were firmly sutured to the external 
opening. The pus cavity was located by an aspirator and the 
diaphragm opened alongside the needle. 

By means of a long curved probe passed from the anterior 
wound over the liver, a good-sized rubber tube was drawn from 
the posterior wound to emerge from the anterior one. Further 
drainage was provided by a short tube into the abscess cavity. 
The long drainage tube was removed after a few days and all 
discharge drained from the second incision. 

The case progressed slowly but satisfactorily. He was 
out of bed on November 18, and left the hospital on December 4. 
He came back for a week’s stay about three weeks later as the 
drainage was not satisfactory. This was remedied by inserting 
a good-sized tube and firmly strapping the abdomen about his 
waist so as to crowd the liver upward and obliterate the abscess 
cavity. These measures succeeded, though the discharge did 
not entirely cease until the early part of this month (March). 
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The interesting features about this case are: The large hole 
through the liver—controlled by gauze packing within—and 
compression from below upward against the diaphragm. The 
great amount of working space afforded by section of the rectus 
muscle and the sixth and seventh costal cartilages. The prompt 
union of these cartilages without any special precautions. The 
effective drainage of the subphrenic abscess from the mid-axillary 
line over the ninth rib. The presence of bile for a long time 
in the purulent discharge. The escape of the patient from 
embolism, for many of the large hepatic veins must have been 
thrombosed. 

COMBINED OPERATION FOR HERNIA AND FOR REMOVAL 
OF APPENDIX. 

Dr. William B. Coley presented a man, illustrating Torelc’s 
incision, combining removal of the appendix with operation for 
inguinal hernia. The patient was sent to the General Memorial 
Hospital about four weeks ago, on the diagnosis of strangulated 
hernia. It was found that only omentum was contained in the 
sac and that his acute symptoms were due to inflammation of the 
appendix. Temperature and pulse were normal. The operation 
was postponed for two or three days, and then the usual Bassini 
incision for inguinal hernia was made, the aponeurosis being 
incised y 2 lo ft inch higher than usual. By retracting the 
aponeurosis well, it was very easy to separate the fibres of the 
internal oblique, as in the ordinary McBurney incision. The 
appendix was found acutely inflamed, and removed, the internal 
oblique sutured, and then the hernia operation was completed in 
the usual way. 

A week ago, Dr. Coley did a similar operation in a boy of 
twelve. Dr. Coley reverses the order of the operation as prac¬ 
ticed by Dr. Torek, who does the hernia operation up to the point 
o tying off the sac, then beginning the appendix portion of the 
operation, while Dr. Coley believes it better to attend to the appen¬ 
dix first. 

SOME PRACTICAL DEDUCTIONS FROM PERSONAL EXPERI¬ 
ENCE IN THE TREATMENT OF APPENDICITIS. 

Dr. Lewis A. Stimson read a paper with the above title, 
for which see page 122. 



NEW YORK SURGICAL SOCIETY. 


IS8 

Dr. George E. Brewer said that while the generally accepted 
views in regard to the proper treatment of appendicitis were apt 
to undergo modification from time to time, yet in studying the 
statistics presented by Dr. Stinison—comprising a list of 98 cases 
operated 011 at a general hospital, with but 1 death—one could 
not but be impressed with the fact that the method of the operator 
was an important factor in the result. In this series of prac¬ 
tically unselccted cases, many of them acute, the mortality was 
about 1 per cent. The minimum amount of operative interference 
was probably responsible for the excellence of these statistics. 
The dictum was now generally accepted that the less we handled 
the inflamed intestines the better the result; the less we inter¬ 
fered with the appendix, the less would be the danger to the 
patient. 

In regard to the question of drainage in these cases, Dr. 
Brewer said he had passed through all the various stages, and 
his views on the subject were practically as follows: He believed 
tliat all acute cases in which there was no extensive peritonitis, 
should be closed without drainage; also, that all acute cases in 
which there was 110 necrotic matter, should be closed without 
drainage. When necrotic matter was present, he invariably used 
drainage. In the absence of necrotic material, he saw no advan¬ 
tage in drainage, as the drain simply benefitted the immediate 
neighborhood in which it was placed, and could exert no bene¬ 
ficial effect upon a spreading generalized peritonitis; such cases 
lie thought were much more satisfactorily treated without 
drainage. 

Dr. L. W. Hotchkiss said he agreed entirely with the posi¬ 
tion as defined by Dr. Brewer, and was very glad to know that 
the views of Dr. Stinison coincided so closely with his own 
which he had taken occasion to express in a paper read before the 
Society in 1906. The only point of difference, practically, was 
as to the necessity of drainage in generalizing or diffuse suppu¬ 
rative peritonitis, meaning by this, a condition in which the pus 
was very generally distributed throughout the peritoneal cavity 
without visible encapsulation, and where the focal infection 
necrosis in and about the appendix was cleanly removable. In 
this class of cases, he had come to use minimal drainage in the 
form of a small cigarette to the appendical site or no peritoneal 
drainage at all, contenting himself with draining the external 
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womul °„ly and allowing the peritoneum to take care of itself. 
Dr. Kotchk.ss said he had tried all the various forms of treatment 
from the wide incision, evisceration, and gauze drainage, down 

mem S nfT nt f u thC SmaH McBu ™* incision, develop¬ 
ment of the appendix by touch rather than by sight, irrigation 
with saline solution of the peritoneal cavity, when the pus was 

toX L d ? n 7 Sd ‘ T Ul “ Voiding a!I unnecessary traumatism 
he intestines from handling and exposure. Under this plan 
he had reported one series of 72 cases in a period extending over 
he same time as Dr. Stimson's cases, a smaller series to be sure, 
ud bon CaSeS T ° f diffuse su PPurative peritonitis, and 

„ ond T ly ,"7 ty - In thG paper read before tha ^iety 
n 1906, he had reported 28 cases of diffuse suppurative peri¬ 
tonitis treated by this method, of which 5 died. P 

Dr Joseph A. Blake, after referring to the extremely 
‘ r?” ble , resuIts ,n tlle scries of cases reported by Dr. Stimsoif 
saicl that in Ins opinion the McBurney incision was the best for 
most cases, and much better for the purpose of drainage than an 
incision along the outer border of the rectus. In regard to drain- 

mwTfo'n'^ "° n ' drai ." age in P eri tonitis, he did not think it wise 
wholly uphold either one stand or the other. While many 
cases could be safely left without drainage, there were some in 
which we could not well get along without it. One of the chief 
advances that had been made in the treatment of these cases was 
not m leaving out drainage altogether, but in relieving the surgeon 
of the necessity of making multiple incisions and in inserting 
large pieces of gauze or drainage tubes. Drainage was certainly 
indicated in dealing with a condition of local necrosis, but even 
hen rarely more than one drain was necessary, inserted either to 
,= fcc fan or to tlie bottom of the pelvis. Tl.c speaker 
it took considerable experience and judgment to decide whether 
d.amage could be safely omitted or not, and in doubtful cases 

a dr^, Per 7 , t0 7 °" thC SidC ° f Safety and mtcoduce 

"JZ “ ; , ,c a wa f a drain through the abdomi- 

’ b t hc llad ,ar ff el y done away with deep drainage. 

Dr. Charles L. Gidson said he thought the age of the 
patient in these cases should be considered in connection with the 
mortality rate. He had come to expect young children with 
general peiitomtis to recover, even with an apparently extensive 
infection, which would be apt to end fatally in an older individual 
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In regard to drainage, the speaker said he felt that Dr. 
Stimson had re-established the subject on a sound, common-sense 
basis. One method of drainage which he had found very efficient 
and which contributed much to the comfort of the patient, was the 
use of a modified Mikulicz tampon made of perforated rubber 
dam, properly folded and placed, and filled with gauze. He 
regarded this superior to the ordinary cigarette drain. 

Dr. Hotchkiss said that most of his cases were young, 
i.e., under thirty; 2, however, were over forty, and i was a man 
of fifty-eight. 

Dr. Stimson, in closing, said it had been a pleasure to hear 
so much testimony in favor of drainage, which was much more 
generally employed than he had supposed. As to the ages of his 
patients, to which Dr. Gibson had referred, he could only state 
approximately that among the 13 cases of general or extensive 
peritonitis included in his list, 3 were under the age of twelve 
years, or that 2 others were under twenty. 

In speaking of drainage in general peritonitis, Dr. Stimson 
said he was quite ready to concede that good results could be 
obtained with less drainage than he had deemed advisable, but 
he wished to take exception to the statement that a drain in this 
region did not drain, and that it would always be prevented from 
doing so by adhesions forming in the course of a few hours, 
which would render it useless. On the contrary, he had seen 
these drainage tubes discharge freely for three or four days, in 
amounts far too large, he thought, to be supplied solely by the 
area immediately surrounding the drain. 

Dr. Stimson said that one of the chief objects of bis paper 
was to emphasize his objection to the use of free and multiple 
incisions in these cases, laying open the abdomen widely with the 
idea of getting rid of every trace of exudate. He had a horror 
of that method, especially on account of its late results, such as 
the occurrence of ventral hernia, the relaxation of the abdominal 
wall and the general disability of the patient. While these patients 
perhaps escaped with their lives, yet many of them were prac¬ 
tically cripples. 

In dealing with limited suppurations, the speaker said he saw 
no reason for immediate closure of the wound. By doing that, a 
certain number of these patients would have their lives imper¬ 
illed, and that risk could be avoided by the temporary use of a 
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drain running down to the site of the appendix, a measure which 
did not delay convalescence and introduced no additional risk 
of its own. The average stay in hospital after operation of the 
patients of the last three or four groups in his list was the same, 
whether the wounds were drained or not drained. 

CYSTIC SARCOMA OF THE KIDNEY IN AN INFANT. 

Du. George YVoolsey showed a specimen which he had 
removed in February, 1907, from an infant four months old. 
At the time of its removal, it was larger than the child’s head. 
It had first been noticed about a month after birth, and steadily 
increased in size until it filled about one-half of the abdomen, 
especially on tbe left side. It gave rise to no urinary symptoms, 
and it was not until shortly before the time of operation that 
symptoms from pressure on the thoracic organs became marked. 

Its removal was accomplished without much difficulty except 
for its adhesion to the peritoneum below the transverse mesocolon, 
which was torn. It was found to consist of the left kidney, or its 
posterior half, from the front of which extended the tumor which 
was entirely cystic. Many of the superficial cysts had been rup¬ 
tured during the removal. A pathological examination of the 
tumor, made by Dr. James Ewing, showed that it contained both 
sarcomatous and epithelial elements. He found none of the 
striped muscle tissue that was sometimes present in these mixed 
tumors (embryomata). The patient died of shock on the day of 
the operation. 

DISLOCATION OF THE SEMILUNAR AND FRACTURE OF THE 
CARPAL SCAPHOID. 

Dr. Lewis A. Stimson showed a specimen obtained from 
a man of thirty years who fell a distance of about 25 feet, sus¬ 
taining a fracture of the pelvis and an injury to the left wrist, 
the latter consisting of a forward dislocation of the semilunar 
bone and a fracture of the scaphoid. The wrist joint was very 
movable, and there was abundant crepitus, with sensitiveness 
on pressure. The diagnosis was corroborated by the X-ray, and 
the semilunar and proximal fragment of the scaphoid were extir¬ 
pated. Motion in the wrist is now limited but increasing. 

Dr. Haynes spoke of some experiments in the dissecting 
room, where he had produced a fracture of the scaphoid by flex- 
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ing the wrist and then striking the dorsum of the hand a sharp 
blow with a heavy mallet. Shortly afterwards Dr. Downes 
reported to him a case where the injury had been produced by 
hyperextension. 

Dr. William A. Downes said he had treated 4 cases of 
fracture of the carpal scaphoid this winter. In 1 of these the 
injury was produced with the hand in the hyperfiexed position, 
and was probably produced by direct violence; and in the other 
3 the hand was in a position of hyperextension. 



